INTRODUCTION
============

The bilioenteric fistulas, first described in 1890 by Courvoisier, are found in 0.15-8% of biliary tract operations. From them 8 to 26.5% are cholecistocolic and usually located at the hepatic flexure, with higher incidence in the elderly and in women^[@r01]-[@r04]^.

Chronic lithiasic diseases constitute the main cause, and though they occasionally are asymptomatic may present itself with variable clinical manifestations and diarrhea^[@r01],[@r03].[@r05]^. The diagnosis can be obtained by imaging and endoscopy; however, the difficulty in obtaining it lies in small clinical suspicion, since demonstrations are always somewhat inespecific, mainly diarrhea. In fact, the preoperative diagnosis is only made in only 7.9% of cases. When identified intraoperatively, the fistula should be addressed during surgery due to the risks of being malignant in origin or leading to complications^[@r03],[@r06],[@r07]^. In early intervention, complications occur in only 0.13% of cases. May manifest as acute cholecystitis, cholangitis, obstruction of the sigmoid colon by calculus impaction, gastrointestinal hemorrhages, hemobilia, local abscesses or even sepsis by contamination of the biliary tract by colonic bacteria^[@r03],[@r08]^.

The rarity of this condition and the difficulties on its diagnosis justifies the small number of papers. In fact, nationwide the number is low, and even the foreign literature on the treatment for the condition, although been discussed for decades, surgical approach is still in doubt, regarding the best type of surgical access.

TECHNIC
=======

The surgical approach starts with usual general anesthesia with administration of antibiotic prophylaxis during induction. Through the umbilicus the pneumoperitoneum is done and are used the four portals as in the cholecystectomy. Chronic inflammatory process existing in the colon (usually transverse) adhered to the gallbladder is dissected using gauze, Maryland forceps and aspirator. Release the adhesions to confirm the existence of the fistula ([Figure 1](#f01){ref-type="fig"}), then sectioning it from the gallbladder ([Figure 2](#f02){ref-type="fig"}) and by a 11 mm trocar positioned on the right side ([Figure 3](#f03){ref-type="fig"}), colonic segment is exteriorized and fistulous suture with two layers of Vicryl® 3.0 is made. Repositioning the colon into the abdominal cavity and dissection of biliary pedicle is performed. To facilitate the mobilization of the gallbladder, the infundibulum is opened to remove the stone(s). Dissection of the cystic duct and cystic artery is also made with blunt maneuvers, performed whenever possible without the use of electrocautery. After cholecystectomy, positioning a Penrose drain on the gallbladder bed and over the colon suture ([Figure 4](#f04){ref-type="fig"}) is done, removed on hospital discharge ([Figure 5](#f05){ref-type="fig"}).

![Dissection of the fistula between the transverse colon and fundus of the gallbladder](abcd-27-04-0285-g01){#f01}

![Fistula being separated from the gallbladder](abcd-27-04-0285-g02){#f02}

![Fistula and colon segment being removed through the trocar of 11 mm](abcd-27-04-0285-g03){#f03}

![Cálculo sendo extraído pelo fundo da vesícula.](abcd-27-04-0285-g04){#f04}

![Positioning the Penrose drain; the arrow indicates the fistuloraffia on the colonic segment.](abcd-27-04-0285-g05){#f05}

This procedure was performed in one patient, uneventfully, keeping antibiotics for two days. Oral diet was introduced on the second day and discharged on the fifth. The evolution was clinically without any complications postoperatively. Colonoscopy scan performed after six months showed complete closure of the fistula.

DISCUSSION
==========

Given to the technical evolution in laparoscopy, the progressive learning curve has led surgeons continually to proficiency in higher levels, and prior situations that would be indicative of laparotomy, now become increasingly amenable in laparoscopic treatment; the treatment of fistulas have also this tendency, not being contraindicated any more to laparoscopy^[@r03],[@r04],[@r06]^.

Interestingly, the main cause of conversion to laparotomy in laparoscopic cholecystectomy is the intense tissue inflammation^[@r09],[@r02]^.

Even being new approach in Brazil the resolution of digestive fistula by laparoscopy has been cited in numerous publications abroad^[@r02]-[@r04],[@r06],[@r10],[@r11]^. Nevertheless, there are still authors who, even today, consider laparotomic cholecystectomy the procedure of choice to treat cholecystocolic fistula^[@r07]^. CHOWBEY et al^[@r02]^ showed a large number of cases of fistulas approached laparoscopically at a conversion rate of only 6.3%. Therefore, subject to the availability of resources, and favorable risk-benefit ratio of the procedure, this experiment confirms the laparoscopic approach to fistulas. In addition to technical difficulties, the risks of iatrogenic complications is inherent to all operations, and can also influence the choice of surgical approach. However, the resolution of biliary fistulas have no differences between laparoscopy and laparotomy approaches, based on intra and postoperative complications^[@r04]^. Therefore, most current discussion should not stick to how to approach cholecystocolic fistula by laparoscopy, but when you convert it.

The fistula dissection and suture of the colon must be performed before starting the cholecistectomy^[@r10],[@r12]^. In most studies, the choice of procedures is not discussed, nor justified by the authors. However, it is believed that the possibility of contamination of the cavity by colonic bacteria can be minimized with it.

The use of electrocautery should be avoided due to the possibility of delayed thermal injury and, therefore, should be used blunt dissection of the fistula and biliary tree^[@r02]^. Although the fistula is closed by manual suturing, the most practical technique, according to recent literature, is the use laparoscopic staplers^[@r02]^. In fact, manual suture, either intra or extracorporeal, is only technically more difficult prolonging surgical time. Fujitani et al.^[@r11]^, for example, in describing the first suture of manual cholecystocolonic fistula, took 202 minutes to complete the operation. The operation reported here finished in 115 m. The fistulotomy and colon raffia took about 1 min to be performed, while the whole process plus the time to remove the colon and return it to the cavity ended up taking about 6 min. Therefore, given the short time required for the extracorporeal manual closure of the fistula, it is believed that the unavailability of staplers or the inexperience of the surgeon regarding laparoscopic suturing, are not justifications for laparotomy conversion. Another alternative on the unavailability of staplers would be to use endoloop^[@r04],[@r06]^.

Analogous to simple cholecystectomy, in general, one can say that the longer surgical time of laparoscopy for resolution of the fistula when compared to laparotomy, proves to be irrelevant in face of small inflammatory response associated with laparoscopic surgical trauma. What can illustrate this is the lowest average hospital stay of patients operated by laparoscopy compared to laparotomy (3vs17 days)^[@r04]^.

One should not leave gallbladder or colonic fistula tissue in the operative field. This care is important to allow to find malignancy in histopathological examination, and prevents gallbladder tissue, not removed, eventually become ischemic leading to complications^[@r06],[@r12]^.

Regarding the use of the Penrose drain, although the decision to use it and the choice of length of stay are intuitive to the surgeon himself, its believed to be prudent to leave it on operative field. CHOWBEY et al^[@r02]^, for example, operating 73 cases to treat fistulas associated with cholecystectomy, drainage system was used in all cases.

Thus, the fact that this is the first reported case of cholecystocolonic fistula approached laparoscopically in Brazil ends up encouraging discussion on the subject in our country.

CONCLUSION
==========

The procedure is feasible. However, the choice of the type of access and the strategy to be employed should be individualized based on diagnosis, patient characteristics, availability of resources, the experience and judgment of the surgeon.
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